was) or hypoimmune states, are at greater risk from infestation. Infection in HIV-positive individuals And active homosexuals is common4. More cysts reach the duodenum through the achlorhydric stomach, and the organism shares an antigen similar to the blood group A surface antigen that is not recognized by the host's own immune surveillance system2.
Common throughout the world" the production, of symptoms is extremely variable. In the United Kingdom carriage rates between 5 and 11%9 are recorded. The mbt disturbing symptom is diarrhoea (which this patieut didnot have), which may be transient or life threatening. Stoolare profuse and watery and in the p ofmalaptionmin be frothy, greasy and foul sm ng. Abdominal pain may necessitate admission to a surgical ward and is usually cramplike and associated with distension10.
More chronic symptoms are those of malabsorption. It is not entirely clear how the trophozoites, found not only in the lumen but intramucosally", cause malabsorption. Experimental animal work confirms that malabsorption occurs with infestation and reverts on ridding the host of the protozoan12. Often accompanied by bacterial overgw the protozoan may cause local villous damage, compete for nutrients, or by toxin production prevent efficient absorption.
All substrates may ultimately be affected but carbohydrate, fat and some vitamins are the most common'3.
Diagnosis is made by stool samples obtained early in the disease which contain numerous cysts and may be r microscopically. This is tedious and may be unreliable14. Duodenal Certain testicular tumours may present with gynaecomastial-1. Rarely in these cases is the testicular tumour not palpable at the initial clinical examination or at followup examinations. To enable early detection of these occult testicular tumours a serum hormonal profile followed by high resolution ultrasound examination of the testes are necessary3-7. We report a case of a Leydig cell tumour in which gynaecomastia antedated the clinical presence of a testicular swelling by 7 months.
Case report A 37-year-old male presented with a 3 month history of a painful swelling of the left breast. Clinically, the left breast disc was smoothly enlarged and tender. Palpation of the testes was normal. At one month review bilateral gynaecomastia was evident (Figure 1 ). Scrotal examination was again normal. Bilateral excision of the breast discs was performed. Microscopy showed hyperplastic ducts and proliferation of fibrous stromal tissue.. A serum hormonal profile revealed elevated oestradiol (338 pmol/l; NR< 174 pmonl/) and depressed testosterone levels (11.4 nmoVI; NR 13-30 nmol/). Serum levels of follicular stimulating hormone, luteinizing hormone and prolactin were all within normal limits. Three months later a hard nodule was palpable at the upper posterior aspect of the left testis. Ultrasound examination indicated that this was a testicular tumour 23 mm in diameter. Serum alpha-fetoprotein, beta human choriogonadotrophic hormone and chorio-embryonic antigen tumour markers were not raised. The left radical orchidectomy specimen revealed a soft yellow 30x25x 15 mm encapsulated tumour at the upper pole of the testes. Microscopy showed polyhedral cells with eosinophilic granular cytoplasm containing Reinke crystals. The seminiferous tubules and interstitial cell network of the adjacent non-tumourous tissue showed marked hypoplasia and atrophy (Figure 2 ). These histological features are consistent with the diagnosis of a Leydig cell tumour. At one year review the patient is asymptomatic and disease free on clinical and radiological criteria. may also cause decreased libido and poor sperm quality in adults and precocious physical and sexual development in prepubertal children". The diagnosis of these hormone producing tumours of the testis is usually clinically evident from the finding of a testicular swelling that may be painless or painful. Occasionally the sole presenting feature is gyanecomastia or very rarely decreased potency and no testicular lesion is palpable. Under these circumstances the diagnosis oftesticular neoplasia may be missed. The presence of such occult testicular tumours may be suspected from the biochemical findings of raised serum oestrogens and depressed testosterone hormone levels". This however does not always apply as some clinically recognizable oestrogenic tumours have been reported in patients with normal hormonal profiles2. High resolution ultrasound examination of the testes is thus the investigation of choice to detect and localize the occult testicular neoplasms7'8. Failure to consider this investigation in any patient presenting with gynaecomastia and normal external genitalia may lead to a delay in the diagnosis of testicular neoplasia as the present case illustrates.
